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nces : is the intention of the Minister of part of next year. In this way the con- may allow itself to be swayed by a wave 
“eo falth and the Secretary of State for sidered policy of the Association will be of emotionalism that may prevent it from 
End Hoppeotland to issue very soon a White made available to any committee repre- giving the very serious problems that con- 
ae per containing the Government's ideas_ sentative of the profession formed to front us a reasoned and unimpassioned 
‘ord, Sex gia comprehensive medical service advo- carry on negotiations with the Ministry consideration. 

y demos of Health. When the Draft Interim Report of the 


nied by Sir William Beveridge as a 
wessary assumption in a social security 
e. What will be in that White 
I don’t know any more than you, 
* acamlut it is to be hoped that it will not 
s. Obste-fatiempt to do more than pose the issues 
m0 wos favolved, and that it will be left to Parlia- 
ecological the public, and the profession to 
Igve them exhaustive consideration before 
2 pmfite Government makes up its mind as to 
urologial tie form legislation will take. 
ct. w-| A committee representative of the 
M.R.CREpofession has been engaged in non- 
fammittal consultation with the Minister 
Diseass d Health and his officials, and has placed 
Ouwtiefore them what it believes to be the 
di vews of the majority of the profession. 
has taken place, but views 
of Newiiuve been exchanged ; and we must now 
wait the White Paper to see how- far 
the Ministry has been influenced. The 
A Minister, however, has promised that the 
der this | White Paper will indicate the Govern- 
me end mnt’s view only, and will in no way 
Advengoommit the Representative Committee or 
— my other body which has been engaged 
consultations with his Department. 
Should the White Paper appear before 
. = the Annual Representative Meeting on 
BM.|*ptember 21 we shall not discuss it at 
that meeting. Divisions will not have 
= & lad time to instruct their Representatives 
“fon it, and it will be much too important 
ddieser} be dealt with hastily. After the 
wife ¢ AR.M., at which a number of general 
— ‘| principles relating to the future of the 
medical services will have been discussed 
Daviéfand formulated, the considered views of 
"mT the various sections of the profession will 
be ascertained. The White Paper will 
be examined by Divisions and Study 
iGroups, and by the Standing and Group 
— Committees of the Association ; and the 
Medical Planning Commission will study 
i. The views of doctors on Service will 
sar be collected, especially of those over-seas. 
Road, Finally, the Council, after considering all 
___ | these views, will formulate proposals and 
——{tubmit them to the Divisions of the Asso- 
hole- Cation, to whose meetings non-members 
ip of Will be invited. Then a Special Repre- 
je sentative Meeting will be held in the early 


a * Text of an address given to meetings of 
profession in Manchester, Edinburgh, 
Glasgow. 


In the meantime Parliament will have 
been discussing the White Paper, and, 
after consideration also of public and 
professional discussion, the Government 
will doubtless introduce legislation to 
make the necessary provision for a com- 
prehensive medical service. I expect the 
Bill will be in very general terms to con- 
fer the necessary powers, and when it is 
passed regulations will be prepared to 
give effect to the Act. When these 
regulations are being formulated the pro- 
fession will need all its resources in 
negotiating with the Government on the 
terms and conditions of service for prac- 
titioners taking part in the scheme. 

As I see it, therefore, our work falls 
into four distinct phases : Mirst, the pre- 
liminary discussions, which we have just 
finished ; second, the study of the White 
Paper ; third, discussion and negotiation 
before legislation; and, lastly, negotia- 
tion on terms of service, upon which, of 
course, will depend the final attitude to 


be adopted by the profession as an organ- 


ized whole. 


The Attitude of the Profession 

Now that we have reached the end of 
the first phase, let us take stock of the 
position and attempt to determine our 
attitude as a profession towards the pro- 
posal to implement Assumption B of the 
Beveridge report. Are we going to say 
that we are content with the medical 
services as they are at present, and that 
we are not prepared to consider any 
change ? Or are we going to the other 
extreme and demand a complete uproot- 
ing of professional traditions in favour 
of, say, a full-time State salaried service 
for all practitioners? Or are we going 
to give the Government's ideas, whatever 
they may be, a considered hearing and 
see how far we are prepared to agree 
with them ? 

In my position I can usually gauge the 
feeling of the profession on any question 
that stirs it deeply, and, after talking to 


‘men and women in different branches 


of practice, and hearing and reading 
speeches, and seeing the correspondence 
in my own post-bag and in the medical 
press, I see a danger that the profession 


Medical Planning Commission was issued 
last summer there seemed to be general 
agreement that development on some 
such lines as the Commission indicated 
was desirable and, indeed, necessary, and 
the Commission was requested by the 
Annual Representative Meeting to give 
detailed consideration to its suggestions 
for health centres, central administration 
by a corporate body, regional authorities, 
central and local advisory committees, 
and so on. Before the Commission had 
got very far there came the Beveridge - 
report, with its proposal for a compre- 
hensive medical service available to the 
whole population. 

Though at first there was a certain 
amount of enthusiasm for such a service 
as part of a nation-wide social security 
scheme, and though the profession 
expressed its willingness to enter into 
consultation, through the Representative 
Committee, with the Government on the 
problems involved, I have seen a ten- 
dency during the past few weeks for 
opinion in the profession to swing right 
back from the progressive outlook of 
the Medical Planning Commission to 
an ultra-conservative outlook varying 


between a “no-change”™ attitude and an 


advocacy of an extension of the scope 
of the National Health Insurance system 
to include dependants of the present 
insured persons and to provide consultant 
and specialist and laboratory services. 
I think this reaction is due, at least in 
part, to the premature disclosure, before 
the interchange of views between the 
Representative Committee and the Minis- 
ter and his officials had been completed, 
of the Minister's suggestions on the 
method of employment and remuneration 
of doctors, and the part local authorities 
might play in the administration of the 
scheme. This is a pity. 

The Representative Committee has 
throughout . the discussions impressed 
upon the Minister the expressed opposi- 
tion of the majority of the profession to 
a whole-time salaried service, and the 
views of the profession on local medical 
administration as gathered from the 
observations made on the Draft Interim 
Report of the Medical Planning Com- 


public. 
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mission, With what success, of course, 
we do not yet know, but I am sure that 
it would be unwise to prejudge the White 
Paper. If it should contain certain things 
we do not like we shall have plenty of 
opportunity of saying so and of placing 
the reasons for our opposition before 
Parliament and the public. Let us not 
allow our attention to be diverted by un- 
informed or self-interested insistence on 
minor or partial issues, nor allow our 
emotions to get the upper hand of our 
reason. Let us rather remember our 
reputation for being a_public-spirited, 
reasonable profession, and submit the 
White Paper to a calm and dispassionate 
examination and criticism according to 
our ideas of what is in the best interests 
of the public and the profession. 

The medical profession is a part of a 
large community which is passing through 
an important phase in its social develop- 
ment. We must adopt a broad outlook 
and take a long view. We must seek to 
preserve all that is best in the traditions 
of the past, both national and profes- 
sional, and mould it ourselves to har- 
monize with’ our own experience and 
ideals so that we may pass on to our 
successors for their similar treatment a 
social structure which is a little less im- 
perfect than we found it. 

There is increasing recognition of the 
relationship between social conditions 
and the health of the pecple. Health is 
closely connected with the environment 
in the home, the school, or the place of 
work, with standards of nutrition, with 
education, and with the right use of 
leisure. Social security and good health 
go hand-in-hand. I believe the people of 
this country want a social security scheme 
on the lines of the Beveridge report, and 
I believe that the Government intends to 
go forward with such a scheme. There 
seems to be some suspicion that the 
Government is trying to push through a 


. State Medical Service as rapidly as pos- 


sible in the belief that the medical pro- 
fession will prove an easy victim, and 
that it will then abandon the other parts 
of the social security scheme that might 
be found difficult. I do not think this 
suspicion is well founded. Government 
spokesmen have asserted from time to 
time that the Government is in earnest 
about the Beveridge report, and therefore 
we can assume that the Government 
means to proceed with the rest of it. 
Nevertheless, we must be watchful lest 
in its haste to give legislative effect to the 
medical aspects of the report the Govern- 
ment takes steps which the medical pro- 


‘fession considers ill-advised or contrary 


to the interests of the doctors and the 


The Role of the B.M.A. 

In order that we may judge whether 
the Government's proposals are in our 
opinion sound, we, as a_ profession, 
should adopt a series of principles which 
we consider to be fundamental to a good 
medical service, and which we can use 
as a yardstick against which to measure 
the Government's proposals. We ought 


to have them firmly fixed in our minds 


before we are plunged.into the discussion 


of the White Paper itself. This yardstick, 
in the shape of a series of recommenda- 
tions, has been put before you in the 
Supplementary Report of the Council 
published in the Supplement to the 
British Medical Journal of Aug. 7. The 
principles there set out, to some of which 
I will refer later, are fundamental, and 
should, as I believe the majority of the 
profession will agree, underlie any re- 
organization of medical services, what- 
ever form it may take. 

These principles need careful examina- 
tion by the profession, and it would be 
a pity if at this stage attention were 
diverted from these by any manifesto 
or questionary circulated through the 
country by independent local committees 
or small groups of practitioners. I don’t 
wish in any way to imply criticism of 
Panel Committees or of local medical 
societies which have been giving detailed 
consideration to the problems raised by 
the Interim Report of the Medical Plan- 
ning Commission or the Beveridge report. 
They, as well as the Study Groups organ- 
ized by the Association, are to be con- 
gratulated upon arousing interest and 
stimulating thought among the profession 
in their areas. 

The time has come, however, when an 
attempt must be made to clear our minds 
of any uncertainty and to get a set of 
principles supported by the largest pos- 
sible majority. This can best be done by 
utilizing the democratic machinery of the 
Association. By this means the principles 
put forward by the Council, amended or 
added to as the Representative Body at 
its meeting in September may determine, 
will be available to any committee repre- 
sentative of the profession as a whole 
which may be charged with the duty of 
continuing consultations or of conduct- 
ing negotiations’ with the Ministry of 
Health. Parliament and people will also 
be made aware of the collective views of 
the profession. I am reminded of a 
statement which appeared in the Times 
of July 10, 1928: “ The supreme service 
which the B.M.A. has rendered to the 
British nation is its organization of the 
medical profession as an effective force 
able to present its views to Parliament 
and people.” This was said when the 
strength of the Association was 33,920. 
How much more apposite is it to-day, 
when our membership stands at 44,078 ! 
The actual increase in membership since 
the outbreak of war to date is 4,957. 
From the beginning of the present year 
to date it is 2,839. 

The basic principles which are now 
suggested by the Council are not for the 
most part new, nor are they revolution- 
ary. Free choice of doctor, the extension 
of the National Health Insurance system 
to the dependants of insured persons, 
the provision of consultant and specialist 
services and hospital and laboratory faci- 
lities to insured persons and their depen- 
dants, the provision for persons in the 
public assistance class of a medical ser- 
vice similar to that enjoyed by insured 
persons, the unification and co-ordination 
of medical services, both centrally and 
lo¢ally, and central and local medical 


advisory committees, have all for m: 
years found a place in the policy of 
British Medical Association. But ¢ 
Ministry of Health, and indeed the Ge 
ernment itself, has shown little or 
interest in our views and our endeavor rn 
and consequently the necessary s 
have either been disregarded Peer 
dealt with by piecemeal legislation. 

The Ministry is now being fore 
whether by the personal interest of th 
present Ministry, or by the Beveridg 
report, or by the general demand fo 
social reconstruction, to prepare som 
measures of reform, and we at last ha 
real ground for hope that our policy 
formulated in the light of long ex 
ence, may be given due weight in 
Government’s proposals. The profes 
sion should regard the present period 
of its history not as one of crisis an 
revolution but as one of opportunity and 
evolution. 

100% v. 90% 


The principle that the comprehensive i 


medical service to be provided as part of 
a social security scheme is to be avail 
able as a right to every member of th 
community has given rise to anxiety 
among many, and has made them ur 
willing to contemplate large-scale reform. 
The B.M.A. scheme for a General Med:- 
cal Service for the Nation and the Draft 
Interim Report of the Medical Planning 
Commission envisaged a plan for thos 
persons within the income limits of th 
National Health Insurance system, their 
dependants, and persons of a_ similar 
economic status. With the presen 
National Health Insurance income limits 
this group would constitute about 90% 
of the population. We have always 
thought it unnecessary for the State to 
provide as a right a medical service for 
that section of the community able and 
willing to provide it for itself. 

A certain amount of private practice 
has been deemed desirable, and indeed 
necessary, for an efficient medical ser- 
vice, and Government spokesmen them- 
selves have stated in public that there is 
no intention of bringing private practice 
to an end. I don’t know how the Govern 
ment would expect a field for private 
practice in a scheme providing for 100% 
of the population. A certain number of 
doctors might prefer to stay outside the 
official scheme and so*provide a group 
of private practitioners. But if the 
official service is a good one all doctors 
would want to participate in it, and if 
all registered doctors are in the official 
scheme, persons who insist on private 
treatment outside it will be driven to unt 
qualified practitioners. Or perhaps @ 
number of people will not want to take 
advantage of their right to benefit, and 
could renounce their rights and so form 
the clientele for private practice. But it 
is undesirable that any member of the 
community should be invited or expected 
to renounce the communal benefits for 
which he has paid. 

In my opinion considerable practical 
difficulties would arise in the operation 
of a 100% scheme. Most of those who 
will not’ wish to take advantage of their 
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title to benefit will be in the highest in- 


Jcome group, say the upper 10%, and a 
large proportion of this income group 


will not wish to obtain treatment under 


Jthe scheme. I can foresee that such per- 


gns will not announce their decision 


ico until one of the family is ill, and then 


the doctor, if he is working in the official 
sheme, will be embarrassed by the 


ced] patient’s insistence on paying for treat- 


ment. It would seem desirable that the 


idoel official scheme should include as com- 


pulsory contributors those who may 
reasonably be expected to need assist- 
ance, Say about 90% of the population, 
and that the small upper income group 


‘| should have an option to come in as 


voluntary contributors. This would be 
more practicable and more convenient to 
medical practitioners than that the upper 
income group should opt out of an 
official scheme. This, of course, implies 
an income limit to which there will 
doubtless be opposition. Nevertheless, it 
is our_duty to put forward our view to 
the Government, and Parliament will 
decide between the two. 

What is to be our attitude if Parlia- 
ment decides that the official scheme 
must include everybody ? Are we going 
0 oppose it, or are we going to accept 
the decision as an expression of the will 
of the people and direct our efforts to 
securing good terms of service for medi- 
cal practitioners so that they may be in 
a position to make the service as efficient 
as possible? We must be clear about 
this, for it may be one of the first prob- 
lems to be faced in the next phase ; our 
attitude towards it will set the pace for 
later procedure. 

Although we may prefer a 90% 
scheme, if Parliament decides upon a 
100°, scheme we should accept it. Par- 
liament is the mouthpiece of the people, 
and each section of the community should 
loyaliy accept its decision. If we try to 
fight it we are likely to lose the sympathy 
and good will of the public, and our 
subsequent moves will be regarded with 
suspicion and branded as self-interested. 
We shall in the end gain more by reserv- 
ing our strength for negotiating the terms 
and conditions of service. It will be then 
that we can demand machinery to enable 
patients to obtain private treatment if 
they so desire, to determine in what cir- 
cumstances a doctor may charge a fee, 
and to prevent abuse by both doctors and 
patients. ‘This. will be the time to act. 
Do not prejudice the ultimate success of 
our efforts by premature judgment or 
precipitate action. 


Control or Direction ? 


There is a word that is now being 
made use of in some quarters to inspire 
in the profession fear of any kind of re- 
organization. It is the word “control.” 
Control does not mean, or should not 
mean, official control of clinical treat- 
ment. We should resist to the utmost, 
as we resisted in 1911, any attempt to 
introduce a third party between the 
doctor and his patient. We should resist 
any detailed control of a doctor’s pro- 


fessional work or of his relations with 
his colleagues. Nor should we agree to 
any scheme in which the doctor is made 
responsible in any professional sense to 
a lay authority. 

But in any efficient service so complex 
as a comprehensive medical service there 
must be “ control ” in the sense of “ direc- 
tion.” In any properly co-ordinated com- 
prehensive medical service the individual 
general practitioner will have numerous 
relationships. Not only will he see his 
patients at their homes or at his surgery 
or health centre, but he will take part in 
public health work ; he will be associated 
with a hospital, perhaps by treating his 
own general practitioner cases there, or 
by acting as a clinical assistant in a 
department ; he will have better oppor- 
tunities for consultation with consultants 
and specialists and will have readier 
access to auxiliary services; he will co- 
operate with industrial medical officers ; 
and he will, it is hoped, attend post- 
graduate courses regularly. 

Collectively, both centrally and locally, 
the profession must maintain close con- 
tact with many aspects of social life, such 
as industry, education, youth organiza- 
tions, hospital administration, the auxi- 
liary services, and public administration. 
Continuous working co-operation on such 
a large scale can be maintained only if 
there is general direction and co-ordina- 
tion of the various parts ; and the indivi- 
dual practitioner, as an essential unit in 
the scheme, must accept this general 
direction. If we accept the idea of 
a comprehensive medical service we 
must accept a’ measure of co-ordina- 
ting direction by suitably constituted 
authorities. 

The fact that public money will be 
required for the development of the 
health services is another reason why we 
must acquiesce in a certain amount of 
control in the sense of direction. Volun- 
tary effort cannot do all that is required. 
The voluntary hospitals will not be able 
to maintain themselves after the war 
without financial assistance from the 
Government. Adequate specialist services 
cannot be made available for everyone 
without assistance from public funds. 
Payment of hospital medical staffs, which 
is now advocated on all sides, will make 
possible a more equal distribution of 
competent consultants and specialists 
throughout the country. An adequate 
and efficient service can be provided only 
by a well-directed scheme with enough 
funds to attract a sufficient number of 
specialists in all the different branches, 
and only with the assistance of public 
funds can such a service be assured. 

Again and again one hears in every 
branch of practice that doctors could 
give a better service to their individual 
patients and devote more attention to the 
preventive aspect of their work if only 
they had more time. More time means 
more money, and more money means 
more help from public funds. Further, 
much of the equipment required - for 
specialist treatment tends to become more 
elaborate and expensive and cannot be 
provided in sufficient quantity by private 


or voluntary enterprise. It seems to me 
useless to say that we want a better and 
more extended medical service and in the 
same breath to declare that we will have 
nothing whatever to do with public direc- 
tion. We must of necessity, if we are 
true to our ideals, accept financial assist- 
ance from the Government; and if we 
accept it we must make ourselves respon- 
sible to the Government for its proper 
expenditure. 

I do not want you to think from al) 
this that I am advocating a whole-time 
State Medical Service. Far from it. 1} 
think that what is usually proposed under 
the title of a whole-time State Medica) 
Service is a wrong conception of medica} 
practice. It is too rigid and regimented, 
and would frustrate individual initiative 
and enterprise. But, though we may 
refuse to become the whole-time servants 
of a Government Department, that is no 
reason why we should go to the other 
extreme and reject all idea of co-opera- 
tion with the State—that is, the com- 
munity in its corporate aspect. 


Principles of an Efficient Service 


A properly co-ordinated comprehensive 
medical service must be based on sound 
principles or it will only create more 
difficulties than it solves. It is with this 
object in view that the Council of the 
Association has submitted to the Divi- 
sions, for approval by the Representative 
Body, proposals in the form of recom- 
mendations, which in its judgment should 
govern any future medical service. I will 
deal with only a few important issues 
which arise out of them. 

The degree of the efficiency of any 
national medical service, as regards pre- 
ventive and curative medicine, must 
depend upon the available medical and 
scientific knowledge and the use made of 
that knowledge, upon the character and 
extent of medical education, and upon 
the quality of the individual members of 
the medical profession. I think everyone 
will agree that our medical services do 
not yet reach the highest attainable 
degree of efficiency. We must set before 
us certain general aims. For instance, 
we must aim at securing the best possible 
type of entrant to the medical schools. 
Medical education, both undergraduate 
and postgraduate, must be maintained 
on a high standard and be constantly 
adapted to meet modern needs ; facilities 
for postgraduate medical education must 
be much greater than they are at present ; 
facilities and resources for medical re- 
search must be greatly increased and 
methods devised for their adequate appli- 
cation. We must also give some con- 
sideration to the human material from 
which future doctors are made, and give 
the opportunity to enter the profession 
to any boy or girl from whatever section 
of the community who shows a natural 
inclination for medicine and who has the 
requisite character, health, and intelli- 
gence. We must also aim at the removal 
of any economic barriers that may pre- 
vent an individual taking advantage of 
the medical: services provided. 
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Administration 

We should have a clear conception of 
the kind of administrative structure we 
want. Unless the foundations are sound 
the success of the whole of the medical 
service will be jeopardized. We must 
secure that the comprehensive medical 
service shall not be prejudiced by 
over-hasty or ill-conceived administrative 
reforms, and consequently we must insist 
that, until the administrative foundation 
is securely laid, no other changes will be 
initiated. 

If a comprehensive medical service is 
to be provided by the Government there 
must obviously be a central administra- 
tive authority. The central authority, 
whether it be a Government Department 
or a corporate body, should be respon- 
sible for all the civilian health services 
and only for those services. So long as 
different Government Departments retain 
their civil health functions we shall never 
achieve that unification which is essential 
to a properly co-ordinated comprehensive 
medical service. And it is equally evident 
that the central authority responsible for 
such a service Should not be saddled with 
other functions. 

Next we must insist upon the principle 
of vocational advice being observed. The 
failure of the Government to consult the 
profession On matters of medical policy 
has been responsible for many of the 
difficulties with which we are faced 
to-day. No endeavour has been made 
to work out a national health policy in 
consultation with the profession ; we have 
had to put up with piecemeal reforms to 
get over particular or temporary diffi- 
culties. The efforts of the profession to 
improve the health services have in this 
way been frustrated. We should insist 
that in both the central and local adminis- 
tration of the comprehensive medical ser- 
vice there must be statutory advisory 
medical committees, which must be con- 
sulted on all matters of major health 
policy. 

The profession has expressed a prefer- 
ence for a new central body to take the 
place of the present Ministry of Health, 
the new body being corporate in 
character, autonomous on matters of 
detail, and responsible on major policy 
to Parliament through a Minister. I 
should like to see the central administra- 
tion in the hands of a corporate body, 
although I recognize that there is a ques- 
tion of public policy involved in the pro- 
posal, and- that Parliament alone can 
decide the issue. If we prefer the cor- 
porate body we should try to persuade 
Parliament to our view. But so long as 
we are assured of adequate advisory 
machinery perhaps it may not matter 
a great deal whether the authority is 
a corporate body or a Government 
Department. 

Now we come to the more difficult 
problem of local administration. One 
thing we are all agreed on is that we 
shall not accept a medical service which 
is administered by local authorities in 
their present form. They are unsuitable 
in size, composition, procedure, and 
experience. - New administrative health 


authorities need to be created, and a satis- 
factory solution will not be found until 


there has been a complete overhaul of’ 


local government. Joint boards created 
from existing major local authorities with 
a small representation, without voting 
power, of the medical profession and the 
voluntary hospitals do not go far enough, 
even for a temporary expedient. 

We need the unification of all the local 
health services under area or regional 
authorities responsible for all the health 
services in the area. Those authorities 
should have direct responsibility to the 
central authority, and there should be 
adequate medical representation upon 
them. In addition there should be medi- 
cal advisory committees statutorily asso- 
ciated with these authorities. These are 
the features upon which we must insist 
in local health administration, but they 
are bound up with the reform of local 
government generally, and that reform 
may take some time to achieve. The 
only temporary measure we might recom- 
mend is the establishment of area co- 
ordinating bodies to advise on the allo- 
cation of centrally provided money on 
the basis of area schemes. 


Free Choice and Remuneration 

As there is a relationship between free 
choice and the method of remuneration 
of the doctor’s service I shall deal with 
both together. Free choice of doctor 
should be preserved as a basic principle, 
and no reorientation of our medital ser- 
vices should prevent or discourage this. 
The health and welfare of his patient are 
the doctor’s first interest, and nothing 
must be done to upset the intimacy of 
the doctor-patient relationship. Is there 
any danger of this if the doctor—and here 
I refer to the general practitioner or 
family doctor—is employed on a whole- 
time basis and paid by salary? I think 
there is. Those who advocate this 
method usually seem to envisage the 
general practitioner working as a whole- 
time medical officer of an authority in a 
clinic or health centre at which he would 
attend at regular times, and they usually 
add that free choice of doctor would be 
allowed from among the doctors working 
at the centre. 

There appear to be certain difficulties 
about accepting this view. How can free 
choice of doctor exist in any real sense 
in a system where doctors are employed 
as whole-time officers with regular hours, 
although this is one of the main privi- 
leges put forward by many advocates 
in favour of a whole-time salaried ser- 
vice? A doctor who receives a patient 
on his list must accept full responsibility 
for him and be available to him for ser- 
vice at all reasonable times. A patient 
will not time his illness to coincide with 
the doctor’s hours of duty. How can 
special merit be rewarded or special study 
encouraged through a salary scale in 
which increments are given on the basis 
of age and length of service? I can 
think of no satisfactory solution. 

Again, who is to decide whether a 
doctor is giving full service for the salary 


he receives or is worthy of receiving an 


increment within the scale? The mere 
number of.attendances and visits during 
a period or the time spent in professional] 
duties are no criteria of the thoroughness 


of a doctor’s work, and an external medj- Jw!@9 


cal officer of the administrative authority }* 


is not competent to judge by inspection, 


The patient is the only person who can }* 


directly assess, however imperfectly, the 
service his doctor is rendering to him, and 
a doctor’s remuneration should be related 
to the number of persons or families who 
elect to go on his list. That, of course, 
means a capitation fee. If the White 
Paper should make any proposal for 
whole-time salaries I hope that you will 
consider it from this practical point of 
view, and not sweep it aside with the 
passing comment tiuat no man who 
receives a salary does good work, or 
that the mere acceptance of a whole-time 
salary would make a doctor a civil ser- 
vant. Having had no experience of 
salaries in general practice, except for 
assistants, we ought not to be afraid to 
experiment in that method in experi- 
mental health centres, but at the moment 
payment on a capitation basis would 
appear to be the only satisfactory system 
for general application. 


Private Practice 

And now as to the vexed question of 
private practice within an official scheme. 
I have already discussed this matter as 
it arises in the 100% v. 90% issue, but 
it appears also in another guise. Is a 
patient compulsorily insured to be 
allowed to obtain private treatment if 
he so desires, and is a doctor who joins 
the official service to be allowed to give 
private service? In other words, is a 
patient to be allowed not only free choice 
of doctor but also free choice of the type 
of service? He should have such free- 
dom, but’ he should not, of course, be 
allowed to pay fees to the doctor on 
whose list his name appears, although 
he should be able to obtain medical 
advice and treatment, whether regularly 
or on particular occasions, from another 
doctor and to pay private fees for the 
service. 

If this be conceded, the next question 
is whether a doctor in the service should 
be allowed to give such private treat- 
ment. I think the answer is “ Yes.” 
Refusal of such permission would be 
likely to split the profession into two 
groups—the official and the non-official 
doctors. We have therefore proposed 
as a basic principle that private practice 
within the official service must be avail- 
able, but no ground must be given for 
any assertion that private attention is 
better than that rendered under the official 
service. There must, of course, be regula- 
tions to prevent abuse, and although I 
realize the difficulties, the framing of 
suitable regulations should not be impos- 


- sible, given good will on all sides. 


Consultant and Specialist Services 
At present consultants and specialists 
are badly distributed. Many areas are 
practically or entirely without facilities 
for consultant and specialist services, and 
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ents cannot always travel long dis- 

ces to the nearest centre. This is in 

main an economic difficulty, for con- 
witants must depend to-day on private 
actice, and sparsely populated or poor 
eas just cannot provide a living for con- 
gitants and specialists in the different 
ianches. The Draft Interim Report of 

Medical Planning Commission dealt 
wt some length with the means of over- 
oming the problem, and I would ask 
yu to reread the section, for, though 

report envisaged a scheme covering 
aly 90% of the population, it seems to 
ier a practical plan to ensure that every 
mmber of the community shall be able 

» obtain the service he needs. 

Consultants and specialists in the 
gmprehensive medical service would be 
sed on hospitals—that is, they would 
hold hospital appointments or be asso- 
dated with particular hospitals. The 
onsultant’s services would be given 
tither at the hospital or at the patient's 
home. Every area would be assured of 
ucess to consultant or specialist services, 
ud groups of small hospitals might share 
the services of consultants in the different 
branches of medicine. The subject is still 
ting explored by the Representative 
Committee, but I think we have gone 
fr enough to lay down a principle that 
wnsultants and specialists should be 
used on the hospital. The question 
of criteria for determining consultant 
satus has to be considered. I have no 
doubt that the Representative Committee 
will discuss it, and it is already being con- 
sidered by the Royal Colleges. 

The Medical Planning Commission was 
generally in favour of paying consultants 
ind specialists by salary—but we were 
then envisaging a service for 90% of the 
population. Should the service embrace 
10%, further consideration will have to 
te given to this subject. Payment by 
alary is undoubtedly the most appro- 
priate for hospital work, but for work 
outside the hospital, in the homes of 
the people or in health centres, when 
constituted, other methods may be prefer- 
able. In the further thought which must 
te given to this problem we may be 
asisted by the forthcoming report of the 
Goodenough Committee, although it will 
tal primarily with hospitals attached to 
medical schools. 

There appears to be a tendency to con- 
entrate on the reorganization of general 
practice and to leave the reorganization 
of consultant practice for later consideta- 
tion. This seems to me quite wrong. 
All branches of medical practice must be 
conceived as a single service. A general 
practitioner cannot do his work properly 
if an adequate and efficient consultant 
and specialist service and adequate hos- 
pital accommodation and ancillary ser- 
Vices are not readily available to him. 


The efficiency of the whole service is 


dependent on the efficiency of each of 
its parts and the efficiency of the co- 
ordination between them. It would be 
detrimental to the complete service and 
to the individual practitioner to put one 
part of the service into operation before 
the others were ready. 


In his report Sir William Beveridge 
suggested that, though hospital services 
would be included in the insurance 
scheme, the patient might be asked to 
pay what he called “hotel” expenses, 
and it is possible the Government might 
favour this plan. If this were so, a 
patient well able to afford extra “ hotel ” 
charges for the extra comforts and 
amenities of a private bed would be pre- 
pared to pay for these, while at the same 
time he would expect to receive medical 
and surgical treatment through the official 
service. If the patient wants something 
more in the way of accommodation than 
the general wards provide then he should 
be regarded as taking himself outside the 
official service altogether, and he should be 
expected to pay not only for his extra com- 
forts but also for his medical and surgi- 
cal treatment. It should, therefore, be 
expressly laid down that for those per- 
sons who wish to be treated in private 
accommodation, whether part of a hos- 
pital or not, private consulting practice 
should continue. 


Immediate Proposals 

The country, I believe, expects that 
some steps will be taken soon to imple- 
ment Assumption B of the Beveridge 
report. There are two directions in 
which action can be taken without undue 
delay, and by action I mean the prepara- 
tion of a plan, as obviously the plan 
cannot be put-into operation till the war 
is over. The proposals contemplated can 
be taken within the framework of the 
present administrative structure ; they will 
go a long way towards implementing 
Assumption B, and they will provide 
valuable experience on which to base our 
views of the final form of a comprehen- 
sive health service. 

The first step that can be taken is 
the two-way extension of the National 
Health Insurance system, which has been 
advocated by the B.M.A. for many years. 
If the National Health Insurance system 
could be extended to include dependants 
of insured persons and others of similar 
economic status and to cover consultant 
and specialist services and laboratory and 
hospital facilities as well as general prac- 
titioner service, it would go a very long 
way towards giving the great majority of 
the popylation as complete’a medical ser- 
vice as possible in present circumstances. 
For the service to be completely satisfac- 
tory we should need more doctors, with 
an equable distribution throughout the 
country, both general practitioners and 
consultants, more equipment, more institu- 
tional accommodation, and more co-ordin- 
ation. But if the country wants Assump- 
tion B immediately the extension of 
National Health Insurance is a useful 
step to that end. 


Experiments in Group Practice 

The second step is to experiment in 
group practice. There has been much 
talk about health centres, and schemes 
have been put forward, basing the whole 
of the domiciliary medical service on 
them. But we are not yet all agreed 
what a health centre is or how it would 


work. The Medical Planning Commis- 
sion suggested a possible model scheme, 
but it has not yet received the full 
approval of the profession. In view of 
this, it would be contrary to the public 
interest and unfair to the profession to 
uproot the traditions of medical practice 
unless we were quite sure that we had 
something better to put in their place. 
I am not opposed to the health centre 
idea: far from it. For it seems to me 
that practice conducted upon some such 
lines offers the best prospect for the 
doctor to associate himself more inti- 
mately with the preventive aspect of 
medicine. For example, the medical 
personnel of a health centre could, as a 
whole, assume responsibility for ante- 
natal, natal, and post-natal work, infant 
welfare, and school medical work, at 
present rendered by the medical staff of 
the local authority—work which right- 
fully belongs to the sphere of general 
practice. But the only way to satisfy 
ourselves that health centres or group 
practice are better than individual prac- 
tice is to try them out experimentally. 
Meantime, local government structure 
could be re-examined, thus affording 
time and opportunity for experimenting 
with the health centres. The experiments 
must be conducted in suitable areas and 
on a controlled scientific basis, and we 
should expect the Divisions of the B.M.A. 
to give valuable assistance. We must 
try to find out from the experiments what 
a health centre should be. Should it 
be a communal surgery, where several 
doctors have their surgeries and share 
the expenses and staff and equipment ? 
I believe many doctors would find such 
group practice a blessing, especially after 
the staff difficulties they have experienced 
during the war. Or, on the other hand, 
should the health centre be a diagnostic 
centre, where the general practitioner can 
obtain diagnostic facilities on the spot? 
Such a centre would probably be found 
most useful in a semi-rural area where 
there was no hospital within easy dis- 
tance. Or, again, should there be beds 
in a health centre? We should make 
some of our experimental health centres 
in the form of cottage or home hospitals, 
where general practitioners could treat 
their own general practice cases—a pro- 
posal which has much to commend it. 
And, finally, what form or type of health 
centre would be suitable for a rural area ? 
These experiments, especially those in 
group practice, will also give us an oppor- 
tunity of testing the different methods 
of remuneration. It might perhaps be 
arranged to pay to a health centre a 
single sum to cover the whole of the 
expenses, including the remuneration of 
the medical staff. The sum might be the 
aggregate amount of the capitation fees 
due to the co-operating practitioners, 
but the amount available for distribution 
among the medical staff might, by agree- 
ment among themselves, be paid by capi- 
tation fee or by salaries, or by a combi- 
nation of both. When we have spent a 
reasonable period on this experimental 
work, perhaps two or three years and 
not before, we should be in a position to 
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judge whether it would be in the public 
interest to base the general practice of 
the whole country on group practice or 
health centres, or to what extent they 
should be incorporated in the nation’s 
health services. 

If the form of medical practice finally 
adopted should involve doctors in a loss 
of the capital value of their practices, 
compensation is to be paid. The prob- 
lem is full of knotty points, and provision 
will have to be made for all sorts of 
difficulties. A special subcommittee has 
been appointed to consider it, without 
prejudice, and the services of an experi- 
enced actuary have been secured to assist 
the subcommittee. * 

. Have We a Plan? 

The complaint is often heard that we 
have no plan, and many people secm to 
fear that when the White Paper is issued 
the profession will be caught napping. 
This will not happen. It is true that we 
have no cut-and-dried scheme to hold up 
to the Government, saying: “We will 
have this scheme and no other.” But 
we have a.plan of campaign, not a 
detailed scheme. Many of the plans 
drawn up do not go far enough. Some 
concentrate on the-general practitioners : 
others only on the hospitals. Some 
ignore the_existence of local authorities. 
Others plan a hierarchy of health centres 
for the whole of the medical services 
before we have had practical experience 
in the running of a single one. It is 
clear that more discussion and experi- 
mental work are needed before we can 
set down a complete plan on paper. 

The basic general principles enunciated 
by the Council in its series of recom- 
mendations contain all that we need for 
the next phase: the reform of the 
administrative structure ; the immediate 
steps which can be taken to fulfil 
Assumption B so far as present resources 
and experience permit; and the experi- 
ments in new methods of medical prac- 
tice. Might we not lose in the long run 
by trying to do more now ? 

Finally, the White Paper should be 
examined in a broad and reasoning spirit 
and be submitted to a searching criti- 
cism in the light of the principles I have 
mentioned. That there must be change 
[am convinced. Social development can- 
not be halted. What we have to do, as 
the guardians of the public health most 
intimately concerned with the individual 
patient, is to ensure that the course of 
development follows the line which we 
believe to the best of our knowledge to 
be in the best interests of the patient and 
in closest harmony with modern demo- 
cratic ideals. 


H.M. Forces Appointments 


ROYAL NAVAL VOLUNTEER RESERVE 


Prob. Temp. Surg. Lieuts. G. Ismay, * N. 
Rankin, A 


Holroyd, C. R. we T. O'N. F. Kelly, E. L. 
Knowles, R. J. Alcoc Brearley, D. G. 
Crawshaw, J. Dean, S. R. 
Holden, F. G. Ho) 
Kaye, H. Kelsey, E. 
G. M. Reid, D. E. 
A. D. J. Watt, M. Wilks, Welman, D. R. 
Syred, P. Sullivan, and L. i. ‘tae to be Temp. 
Surg. Lieuts. 

ARMY 


The following Consultants, R.A.M.C. have been 
promoted to the local rank of Brig.: War Subs. 
Lieut.-Col. (Temp. Col.) R. O. Ward, D.S.O., 
O.B.E., M.C., T.D., and War Subs. Major (Acting 
Col.) R. Lees. 

Lieut.-Col. J. A. Sinton, V.C., O.B.E., 1.MS., 
retired pay, has been granted the honorary rank 
of Brig. on ceasing to be re-employed. 

Capt. C. W. A. Hughes, late R.A.M.C., half- 
pay list, has retired with a gratuity on account of 
ill-health. 

ROYAL ARMY MEDICAL CORPS 

Lieut.-Col. (Temp. Col.) J. Higgins having 
attained the age for retirement has been retained 
on the Active List supernumerary to the establish- 
ment. 

Lieut.-Col. Dykes, retired pay, has reverted 
employed. 


LAND FORCES: EMERGENCY COMMISSIONS 
RoyaL ARMY MEDICAL Corps 

Lieut. (unpaid) (acting unpaid Lieut.-Col.) J. 
MacArthur has relinquished his commission. 

War Subs. Capt. G. A. Myers has relinquished 
his commission and has been granted the honorary 
rank of Major. 

War Subs. Capt. E. C. Hamilton has relin- 
quished his commission on account of ill-health 
and has been granted the honorary rank of Capt. 

The surname of Lieut. (now War Subs. Capt.) 
W. R. Cyrlas-Williams is as now described and 
not as stated 
Gazette dated Sept. 9, 194 

Lieut. D. C. Thateby-Petham has _ relinquished 
his commission on account of ill-health and has 


Leslie, M. Macintyre, Mulinder, L. Naftalin, 


Rowe, R. 
Udall, R. H. White-Jones, and W. E. H. Quennell. 


ROYAL AIR FORCE 
Squad. Ldrs. (Temp.) R. S. Peill and C. W. 
Wollaston to be War Subs. Squad. Ldrs. 
H. N. H. Genese has been granted a short ser- 
vice commission in the rank of Flying Officer and 
has been seconded to the Metropolitan Hospital. 


RESERVE OF AIR Force OFFICERS 


ound, am. (Temp.) E. Corner to be War Subs. 
Squad. 


Royat Aik Force VOLUNTEER RESERVE 

Squad. Ldr. W. M. Morris has resigned his com- 
mission and retains his rank. 

d. Ldr. (Temp.) K. Fawssett to be War Subs. 
Squad. Ldr. 

Fl. Lieut. J. Jones has relinquished his commis- 
sion on account of ill-health and retains his rank. 

Fl. Lieuts. B. E. Betty and J. W. Magill have 
resigned their commissions and retain their rank. 

To be Fl. Lieuts. (Emergency): J. C. Henderson 
and R. W. Parnell. 

Flying Officers M. Adams, J. Ball, J. R. Bryson, 
H. D. Freeth, K. M. Mackenzie, A. R. V. —> 
J. Posner, G. E. S. Robinson, M. C. Bell, P. 
Epps, R. A. House, G. H. B. Roberts, A. 
seamen. and J. M. Thomson to be War Subs. FI. 
ieuts. 

To be Flying Officers (Emergency): G. A. Bell, 
S. A. Bond, K. H. Dalrymple, J. G. K. 

L. H. Hutchinson, W. J. Murphy, D. M. Prinsley, 
J. D. T. Steele, and A. N. Whiteside. 

The notification in a Supplement to the London 
Gazette dated July 30, concerning G. O. Airey, 
has been cancelled. 


WOMEN’S FORCES 
EMPLOYED WITH BRANCH OF THE 


B. Cruickshank, P. P. Pigott, 


: Hallinan, L. L. Jackson, and N. Thomas to 
be War Subs. FI. Lieuts. 


INDIAN MEDICAL SERVICE 
Lieut-Col. G. C.1.E., has retired. 
Lieut.-Col. J. Carrey has retired on account of 


Capts. N. Bhandari, M Mahmood, B. L. 
to be Majors. 


EMERGENCY COMMISSIONS 
To be Capts.: M. W. Grunstein, C. G. Bree, 
J. R. Biggar 


‘Lieuts. G. R. Butterfield, A. C. Greene, § 
Barwell, C. Sonick, E. B. 
Doolin to be Capts 


Lieuts. (on probation) E. Heath, E. E. G. Baillie, 
E. C. Just, E. G. Fisher, and H. Billig to be Cae 


Barbara F. Thomas to be Lieut. 
To be Lieuts. (on probation): 
Heaton, Joan M. Thornton, Grace 

and Susan H. Montgomery. 


Patricia L. F 


BRITISH MEDICAL ASSOCIATION 
ANNUAL REPRESENTATIVE MEETING, 1943 
The Annual Representative Meeting of the 
B.M.A. will be held at B.M.A. House, 
Tavistock Square, London, W.C.1, on Tues. 
day, Wednesday, and Thursday, Sept. 2i, 
22, and 23, 1943, at 10 a.m. 


Diary of Central Meetings 
SEPTEMBER 
23 Thurs. Council. At conclusion of A.R.M. 


Branch and Division Meetings to be Held 

Bucks Drvision.—At the Bull's Head Hote, 
Aylesbury, on Friday, Sept. 17, at 3.30 pm 
Meeting tc discuss the Council's recommendation 
(Supp'ement of Aug. 7). All members of the pro 
fession resident in the county invited, whether 
B.M.A, members or not, particularly serving officers. 


MorpPetu Division.—At the Grand Hotel, Ash 


ington, on Sunday, Sept. 5, at 3.30 p.m. Lon 
on (illustrated) by Dr. 


Divisions are invited. 


WEEKLY POSTGRADUATE DIARY 


FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.— 
London Chest Hospital: Fri., 2.30 pm, 
M.R.C.P. course in chest diseases. Brompton 
Hospital : Tues. and Thurs., 4.30 p.m. M.R.C.P. 
course in chest diseases. Royal Chest Hospital; 
Wed., 3.30 p.m., M.R.C.P. course in cardiology. 
West End Hospital for Nervous Diseases: Tues 
and Fri., 3 p.m., M.R.C.P. course in neurology. 
Radcliffe Infirmary : Daily from 9.30 a.m., Re 
vision course in anaesthetics. London Homoee 
pathic Hospital: Wed. afternoons, Clinical sur 
gery demonstrations. Hillingdon County Hos 
pital: All day, Sat. and Sun. (Sept. 11 and 12), 
Final F.R.C.S. week-end course in surgery. 

EDINBURGH PosTGRADUATE LECTURES.—At Edin 
burgh Royal Infirmary, Thurs., 4.30 p.m. Dr. 
L. J. Davis: Haemolytic Anaemias. 

GiasGow UNIVERSITY: DEPARTMENT OF OPHTHAL 
MOLOGY.—Wed., 8 -p.m., Dr. J. B. Gaylor: The 
oe Nerve and the Cornea. 


BIRTHS, MARRIAGES, & DEATHS 
The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issue. 


BIRTHS 
MonTGOMeRY.—On Aug. 22, 1943, to Bronwen 
Denise (née Duguid), wife of Captain A. P. D. 
Montgomery, B.M., R.A.M.C. (B.N.A.F.), 4@ 
daughter (Diana Bronwen). 
Muir.—On Aug. 26, 1943, to Dr. and Mrs. A. J. 
Muir (Dorothy M. Congalton), Woodlands, Tod- 
morden, a daughter. 


At a practitioners meeting on July 22, 
which had been convened by the Glasgow. 
Division of the B.M.A. and was attended 
by about 200 doctors, the following motions 
were passed: 

1. That the profession in Glasgow regrets the 
proposal of a whole-time salaried service as a 
present outlined by the Ministry of Health. (This 
was passed by a large a 

2. That the profession in Glasgow rejects the 
proposal for control of any future medical service 
by local authorities as at present constituted. 
(This motion was passed unanimously.) 

3. That the profession recommends a two-way 
extension of National Health Insurance at & 
present income limit to include dependants, and 
with complete hospital and specialist service and 
experimental health centres, provided that the terms 
and conditions negotiated with the Government are 
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| 
: both the Blyth and 
| been granted the honorary rank of Lieut. 
| G. R. Mack. Sichel, S. Sutton, G. A. Wilson, 
T. H. Baillie, W. J. Barry, S. H. Bockner, T. 
Freeman, H. L. Hackett, J. A. Herd, L. H. 
Holroyd, I. Hurwitz, R. Lamb, N. G. B. McLetchie, 
' T. A. Muckle, D. L. Murray, W. Ogden, A. R. 
| 
| 
| 
| 
Flying Officers A. 
M.D. M. Scout, Symington, C. Nichol- 
re son, c. J. Pollard, E. Scott, w. M. Bond, H. Brice, 
aoe E. H. M. Gillieson, K. M. Harding, J. S. Millett, 
J. M. Whiteman, D. Davis, O. I. Nicholson, 
. placed on the Retired List. 
Cliff, F. Cockcroft, D. P. Finnegan, D. McC. 
Gregg, R. L. Hall, 'R. E, Havard, T. C. Highton, 
; Cc. W. Marsden, P. Pattison, J. R. Thompson, satisfactory to the medical profession, and thet 
&§ D. A. White, P. Arnold, W. E. S. Bain, D. control of such service is by ad hoc regional 
— Bartlett, J. E. C. Bevan, M. Metcalf, M. C. Platten, authorities. (This was passed by a large majority.) 


